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Abstract
Complex posttraumatic stress disorder (CPTSD) remains elusive to many practitioners due to its
lack of recognition in the American Psychiatric Association’s Diagnostic and Statistical Manual
of Mental Disorders (DSM). Accordingly, this severe psychiatric disorder may become
misdiagnosed, underdiagnosed, mistreated, or untreated. Another common misinterpretation is
posttraumatic stress disorder (PTSD) as a substitute diagnosis out of misinformation or lack of
knowledge. Provided is a conceptualization of CPTSD for clarity on this unique, distinct
disorder. Moreover, a further discussion among variables differentiating PTSD and CPTSD is
presented, implicating the need for awareness, familiarity and comfort among clinicians, and
advocation for the diagnosis of CPTSD as a standalone disorder in the DSM. The training
presented in this project will educate mental health professionals on the history,
conceptualization, differentiation, treatment, and assessment for CPTSD.
Keywords: CPTSD, complex posttraumatic stress disorder, complex trauma, PTSD,
posttraumatic stress disorder
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Complex Posttraumatic Stress Disorder: A More Severe PTSD?
Introduction
Currently, complex posttraumatic stress disorder (CPTSD) is not a recognized diagnosis
in The Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5; American
Psychiatric Association [APA], 2013). With the inability to acknowledge CPTSD for the
prolonged and chronic trauma disorder it is, clinicians may provide inaccurate diagnosis,
misguided treatment, and misjudge survivors.
With CPTSD added to the 2019 World Health Organization’s 11th edition of the
International Classification of Diseases and Related Health Problems (ICD-11) as a recognized
disorder, it has been a validating step forward for many researchers, clinicians, and individuals
with the disorder. Furthermore, the significance of properly identifying this disorder is
imperative to guide effective treatment interventions.
As such, the purpose of this review and subsequent training is to offer empirical support
for the concept of CPTSD as a distinct diagnosis in the updated version of the DSM. By doing
so, mental health professionals who rely on the DSM as opposed to the ICD can understand and
better identify this severe psychological disorder from other disorders. Additionally, doing so can
further awareness, improve advocacy, drive more focused research, phenomenological
experience, guide effective treatment interventions, and attain insurance reimbursement.
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Key Acronyms
APA = American Psychiatric Association
BPD = Borderline Personality Disorder
CBT = Cognitive Behavioral Therapy
CPTSD = Complex Posttraumatic Stress Disorder
DESNOS = Disorders of Extreme Stress Not Otherwise Specified
DSO = Disturbances in Self Organization. A cluster of three symptom categories in complex
posttraumatic stress disorder that include severe and persistent difficulties in 1) affect regulation
2) negative self-concept 3) interpersonal relationships (World Health Organization, 2019)
EMDR = Eye Movement Desensitization and Reprocessing
PTSD = Posttraumatic Stress Disorder
ICD = International Classification of Diseases and Related Health Problems
ITQ = International Trauma Questionnaire
WHO = World Health Organization
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Literature Review
Complex Posttraumatic Stress Disorder
History
Dr. Judith Lewis Herman, professor of clinical psychiatry at Harvard Medical School,
first mentioned complex trauma in her book, Trauma and Recovery (1992b). Herman based her
conceptualization of what she saw as a different type of trauma stemming from individuals who
were subjected to totalitarian control by persons or systems, including slavery, domestic
violence, and childhood abuse. Herman’s conceptualization of complex trauma involved six
criteria including 1) affect dysregulation, 2) alterations in consciousness including dissociation,
3) altered sense of self, 4) altered perceptions of the perpetrator, 5) difficulties in relationships,
and 6) loss in systems of meaning.
From there, the DSM-IV (APA, 1994) listed a version of complex trauma under the name
of Disorders of Extreme Stress Not Otherwise Specified (DESNOS). DESNOS six criteria were
similar to the criteria of Herman’s (1992b) conceptualization of complex trauma, including 1)
affect dysregulation, 2) altered attention or consciousness, 3) sense of self, 4) interpersonal
relationships, 5) systems of meaning, and 6) somatization (Maercker, 2021). However, when the
DSM-5 (APA, 2013) was published, DESNOS was excluded. There are a few posits of why this
happened. These include not enough research to support the diagnosis (Resick et al., 2012), the
new dissociative PTSD subtype in the DSM-5 meeting complex trauma diagnostic needs
(Friedman, 2013), and the DSM-5 radically changing to a biomedical model of diagnosing by
cutting out contextual assessment via extinction of the multiaxial system (American
Psychological Association, 2014).
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Briere & Elliott (1995) developed a self-report to assess trauma in ten different symptom
clusters called the Trauma Symptom Inventory. Results from this psychometric tool were
obtained and used to convey the diagnosis of Complex Posttraumatic Stress Disorder in the ICD11. Currently, mental health professionals can use the International Trauma Questionnaire (ITQ).
This valid and reliable psychometric tool assesses for and discriminates between ICD-11 PTSD
and CPTSD (Cloitre et al., in press).
Conceptualization of Complex Posttraumatic Stress Disorder
The World Health Organization (2019) introduced CPTSD in the ICD-11. One may
develop CPTSD if exposed to an exceedingly threatening event(s), generally occurring
persistently and repetitively, where escape is difficult or impossible. Examples include recurrent
childhood physical, sexual, or emotional abuse or neglect, prolonged domestic violence,
religious cult prisoners, or slavery. Diagnostic criteria for CPTSD include re-experiencing
trauma through flashbacks or nightmares, avoidance of thoughts, memories, situations, or people
that are a reminder of the event(s), and hypervigilance or increase response to stimuli, all of
which are requirements for PTSD. Additionally, CPTSD has three additional categories which
are: severe and persistent difficulties in 1) affect regulation, 2) negative self-concept with
feelings of shame or guilt, and 3) interpersonal relationships. This unique three symptom cluster
is commonly referred to as disturbances in self-organization (DSO).
DSO symptoms are further explained as Cloitre et al. (2013) noted that severe and
persistent difficulties in affect regulation may present as self-destructive behavior, numbing of
emotions, dissociation, inability to experience positive emotions, and increased emotional
reactivity. Severe and persistent difficulties in negative self-concept may present as believing
oneself to be worthless or a failure, along with deep feelings of shame or guilt. Severe and
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persistent difficulties with interpersonal relationships may include the inability to sustain
relationships, trouble feeling close to others, and avoiding or having low interest in socializing.
An individual can have close interpersonal relationships but may experience emotional
difficulties within them. Dissimilar to PTSD symptoms, which are tied to trauma stimuli, the
cluster of DSO symptoms are pervasive and occur regardless of traumatic reminders. Herman
(1992a) describes differences from someone who experiences a single trauma having a narrative
of not being themselves, while someone who undergoes chronic trauma may never have a sense
of self. Niderland (1968) saw both types of trauma while working with concentration camp
survivors. Most survivors stated they were a different person now, but the most severely
distressed and harmed survivors would say they were no longer a person. Collectively, all
symptoms of CPTSD cause significant impairment in vital areas of functioning, including, but
not limited to, personal, social, family, or occupational domains.
Herman (1992a) notes that judgment of traumatized people is harsh. Without first-hand
experience of persistent fear and intimidating techniques, many individuals assume they could
have withstood the trauma, unlike the victim. This harmful narrative believes it is the victim who
lacks resilience and character, blaming them for not tolerating the abuse. Another reason harsh
judgement of traumatized people occurs is often trauma is hidden. Many victims do not speak
about their trauma for a myriad of reasons, including fear, retribution by abuser, or not
recognizing they have been abused. This, in turn, may confuse outsiders of the behaviors of
traumatized individuals. Herman also speaks to personality and attachment development
differences a chronically traumatized individual goes through. Notably, how unaware many
clinicians are of severe and persistent trauma and coercion changes one undergoes
developmentally on all levels. Without considering this, many individuals suffering from CPTSD
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become misdiagnosed with personality disorders, as their context has not been taken fully into
consideration. Misdiagnoses of any kind may lead to stigmatizing of the individual, ineffective
treatment interventions, or worse, harmful treatment interventions.
Brewin et al. (2017) report on the debate on differentiating CPTSD from borderline
personality disorder (BPD) and further if CPTSD could be comorbid PTSD and BPD. BPD and
CPTSD do overlap in symptomology regarding emotional dysregulation. However, when
referencing other areas such as evaluation of self, interpersonal relationships, criteria of
traumatic history, and personality change, these two disorders are distinctive. Regarding selfevaluation, BPD is depicted by an unstable sense of self, alternating between highly negative or
positive views of oneself. In contrast, CPTSD endures a stable sense of self that is profoundly
negative. Considering interpersonal relationships, BPD follows an emotionally intense and
unstable relationship, wavering between idealization and devaluation of others, while CPTSD
presents painful perceptions of relationships and avoidance. A criterion of trauma history is
denoted for CPTSD but not for BPD. Lastly, BPD is considered a personality disorder, while
symptoms of CPTSD are not endorsed as personality changes.
Treatment
Because CPTSD is not recognized as an official diagnosis in the DSM and is only now
being recognized, there is a paucity of research into it compared to other diagnoses. Maercker
(2021) reveals that a scholarly search for the topic in 2014 resulted in nine publications.
Although this number continued to grow each year, it topped with the highest at 31 publications
in 2020. Continued training to recognize and advocate for the disorder will help drive research to
find empirical-based treatment options.
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Studies (Karatzias et al., 2018; Karatzias et al., 2019; van der Kolk et al., 2005) indicate
the phenomenological disparities between CPTSD and PTSD and the imperative consequence
for treatment interventions, especially highlighting DSO symptomology. van der Kolk et al.
(2005) note PTSD treatment focuses on the specific past traumatic event and the processing of
those traumatic memories. Conversely, CPTSD treatment focuses on treating DSO symptoms
first as they may produce a higher level of impairment than the PTSD overlap symptoms
occurring within an individual. For DSO-specific treatment, this may look like focusing on
improving emotional regulation, safety, and socialization before moving to exposure and
exploration of trauma. Karatzias et al. (2019) state this is done to stabilize emotional and
behavioral control and functioning of daily living, which, in turn, enhance the ability to tolerate
and avoid delay in trauma-focused work.
Karatzias et al. (2018) reveal that although Cognitive-Behavioral Therapy (CBT) based
approaches have been recommended for individuals with CPTSD, it is doubtful that CBT
interventions will work. CBT is based on modifying one’s feelings by altering one’s thoughts
and behaviors. One of three foundational DSO symptoms in CPTSD is the aforementioned
severe and persistent negative self-concept with feelings of shame and guilt. Because of these
beliefs, these individuals can be very resistant to CBT interventions. Compassion-focused
interventions may yield better results. Karatzias et al. also suggest developmental interventions
to address the disorganized attachment contributing to CPTSD. These interventions include
developing a stable, positive attachment figure, limited reparenting to combat maladaptive
schemas, promoting mentalization development, and better insight into mental states to gain
control over internal experiences.
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Furthermore, Karatzias et al. (2019) conducted a meta-analysis on individuals diagnosed
with PTSD who likely had DSO impairment (affect dysregulation, disturbed relationships, and
negative self-concept). It was found that CBT, exposure therapy, and eye movement
desensitization and reprocessing (EMDR) had a significant impact on PTSD symptoms, which is
part of CPTSD symptomology. However, compared to other non-specific interventions, the
effect size was small. Researchers conclude that CPTSD treatment may include PTSD geared
treatments. However, more research is needed for specific DSO treatment, the cornerstone of
CPTSD diagnosis. They indicate that future research on CPTSD treatment should look for
flexibility based on the individuation of client needs. This meta-analysis proves that providing
PTSD treatment for CPTSD will treat PTSD, not CPTSD, further emphasizing a need for
differentiation of the two disorders.
Other Variables that Differ in Presentation
Besides CPTSD including three additional criteria of severe and persistent difficulties in
1) affect regulation, 2) negative self-concept with feelings of shame or guilt, and 3) interpersonal
relationships, CPTSD and PTSD differ in presentation among other variables. Variables covered
in this literature review include dissociation, childhood trauma, and psychological distress.
Dissociation
Dissociation is the disconnect of mental processes from conscious awareness (APA,
2013). According to Hyland et al. (2020), dissociation can take on two overarching categories:
peritraumatic or persistent. Peritraumatic dissociation takes place after a traumatic event. These
dissociative experiences can be protective in nature, although they can also interfere with normal
processing of a traumatic event. Persistent dissociation is a chronic stress response and has
shown to be an important factor in predicting PTSD and CPTSD. Dissociation can also be a
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normal part of the human experience. For instance, one may be driving and arrive at one’s
destination, not remembering the drive due to daydreaming or absorption.
Functional magnetic resonance imaging (fMRI) brain scans show that almost every area
of the brain has decreased activation when an individual dissociates, consequently interfering
with thinking, feeling, memory, orientation, or making sense out of situations (van der Kolk,
2015). Noyes & Kletti (1977) posit dissociation is a survival strategy one learns in response to
life-threatening conditions. Because individuals may not be able to leave or avoid traumatic
situations physically, they escape their minds mentally, therefore disappearing.
Studies (Hyland et al., 2018; Hyland et al., 2020; Longo et al., 2019; Powers et al., 2017)
indicate there is a clear distinction between CPTSD and PTSD regarding dissociation.
Individuals with CPTSD show considerably higher severity levels of dissociation than those with
PTSD. Using dissociative self-reporting scales, studies (Hyland et al., 2018; Longo et al., 2019)
show that individuals with CPTSD score significantly higher than individuals with PTSD in
respect to overall measures. Longo et al. (2019) further indicated that on the dissociated
subcategories of amnesia, absorption, and derealization-depersonalization, the CPTSD sample
scored significantly higher in each category.
Hyland et al. (2020) found that ICD-11 CPTSD diagnosed individuals scored
considerably higher than ICD-11 PTSD individuals (Cohen’s d = 1.04) and those with no
diagnosis (Cohen’s d =1.44) on overall dissociative score. Those with ICD-11 PTSD scored only
moderately higher than those with no diagnoses, with no statistical significance (Cohen’s d =
0.65). Researchers suggest levels of dissociation increase as trauma responses become
progressively complex. Because dissociation is intertwined within symptomology of PTSD and
CPTSD diagnoses (flashbacks are re-experiencing events as if they were happening now),
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researchers were able to identify that all symptom clusters of CPTSD were positively correlated
with dissociation. However, through multiple regression, the study showed the specific
symptoms independently associated with dissociation include re-experiencing, affect
dysregulation, and disturbed relationships, of which the latter two belonging to CPTSD. Hyland
et al. postulate that one may experience body detachment dissociation, which hinders one’s
ability to connect and sustain interpersonal relationships, therefore causing disturbed
relationships. Re-experiencing is endorsed through dissociative experiences by way of
flashbacks or nightmares occurring in the present. Affect dysregulation includes dissociative
experiences through flashbacks and particularly through emotional numbing.
Concerning dissociation among DSM-5 PTSD and ICD-11 CPTSD African American
women, Powers et al. (2017) found more severe dissociative symptoms among the CPTSD
group. Significant differences were noted in regard to general dissociation and within all six
subgroups (disengagement, derealization, depersonalization, memory disturbance, identity,
disturbance, and emotional constriction). Powers et al. suggest that dissociation may be an
attempt to emotionally regulate, therefore emotion-focused treatment interventions can be
advantageous for individuals with CPTSD.
These results suggest that the DSM-5 category of PTSD does not encapsulate nor explain
dissociative experiences of CPTSD individuals. Additionally, these results show remarkable
predictive implications for differentiation of the two disorders. Likewise, they demonstrate some
ways to approach treatment and intervention of the unique and severe dissociative experiences of
individuals with CPTSD.
Childhood Trauma
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Studies (Cloitre et al., 2019; Hyland et al., 2017; Karatzias et al., 2017; Knefel et al.,
2019; Longo et al., 2019) have linked childhood trauma to an increased risk for CPTSD over
PTSD. Longo et al. (2019) found that CPTSD individuals scored significantly higher on
experiences of childhood trauma than PTSD individuals including emotional abuse, physical
abuse, sexual abuse, emotional neglect, and physical neglect.
CPTSD has been linked (Karatzias et al., 2017) to experiencing more frequent and more
types of childhood trauma than PTSD. The CPTSD group reported statistically significantly
higher scores, with large effect sizes in emotional abuse (0.88) emotional neglect (0.84), while
scoring moderate effect sizes in physical neglect (0.77), sexual abuse (0.69), and physical abuse
(0.58). Exposure to emotional abuse or physical neglect were linked to four times the likelihood
in belonging to the CPTSD sample. Furthermore, for each additional childhood trauma one
endured, risk of CPTSD became 1.73 times more likely.
Cumulative childhood trauma increases the risk for CPTSD over PTSD (Cloitre et al.,
2019; Hyland et al., 2017). This is congruent with development and attachment theories that
speak to a child figuring out critical developmental stages and looking to an attachment figure to
help navigate the process. Most notably, Cloitre et al. found that in childhood, sexual or physical
trauma associated with a caregiver was a considerable risk factor for CPTSD. However, sexual
or physical trauma not perpetrated by a caregiver was highly associated with PTSD. This
monumental finding highlights the insidious nature of being abused by an inescapable childhood
situation that fosters ample room for CPTSD to develop. This finding also focuses on how
trauma is questioned and defined if trying to discriminate between the two disorders.
When looking at adult re-victimization, Knefel et al. (2019) found variability among
individuals was due to experiences of childhood trauma and levels of emotional dysregulation.
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This signifies that childhood trauma, over adult trauma, has a more robust negative association
with adult psychopathology for individuals who experience trauma at both periods in life. Knefel
et al. also reported on how difficulties with emotional regulation were predicted by childhood
maltreatment. Some of these difficulties reflect being consumed by emotions and not having
effective response mechanisms. This stems from abusive or neglectful childhood experiences
accompanied by intense negative emotions that individuals could not regulate due to trauma
perpetrated during developmental stages of emotional regulation learning.
Psychological Distress
Studies (Brenner et al., 2019; Cloitre et al., 2019; Elklit et al.,2014; Hyland et al. 2018;
Karatzias et al., 2017; Longo et al., 2019; Powers et al., 2017) show that individuals with CPTSD
suffer higher rates of psychological distress or burden than those with PTSD. Elklit et al. (2014)
studied symptom burden among groups with three different trauma backgrounds: bereaved
parents, sexual assault victims, and physical assault victims. Their findings indicated that
CPTSD individuals from all groups scored significantly higher than PTSD individuals on all
psychopathology levels tested. These measurements included aggression, anxiety, depression,
dissociation, interpersonal sensitivity, sleep disturbances, and somatization. Consequently,
causation of trauma is not necessarily as important to distinguish among disorders. However,
symptom profiles of these disorders are imperative, as distinctive and exclusive treatment is
required, especially due to higher functional impairment in CPTSD.
Cloitre et al. (2019) revealed higher levels of psychiatric burden and lower levels of
psychological well-being among CPTSD individuals when compared to PTSD individuals.
Elevated psychiatric burden was shown through significantly higher scores of generalized
anxiety disorder, major depressive disorder, and lower psychological well-being levels.
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Researchers suggest that the comorbidity and level of severity of CPTSD indicate that treatment
may require more diverse interventions and need more prolonged treatment than those with
PTSD.
During the course of a psychosomatic rehabilitation program, Brenner et al. (2019) found
that compared to PTSD individuals, CPTSD individuals have higher levels of symptom severity,
comorbidity, and both quantitative and qualitative work impairment. Patients with CPTSD
received diagnoses for more mental health disorders than those with PTSD, especially those
regarding personality, affect, or substance abuse. Quantitatively, most CPTSD patients (86.4%)
continued to be incapacitated at the end of rehabilitation compared to PTSD patients (66.7%).
CPTSD patients (25%) were more often assigned a day's workload under three hours than PTSD
patients (9.5%). Qualitatively, the CPTSD patients scored higher means on all fourteen
dimensions measured than PTSD patients. Some of these dimensions include contact with others
& small talk, dyadic or close relations, group integration, assertiveness, self-care, and mobility.
Longo et al. (2019) reported individuals with CPTSD scored significantly higher in
childhood trauma, posttraumatic psychopathology, depression symptomology, feelings of
hopelessness, and general psychopathology than those with PTSD, with large effect sizes for
each. They also found that 90% of the CPTSD sample had comorbidities when compared to
63.33% of the PTSD sample, and 85% of CPTSD individuals took psychotropic drugs while only
40% of PTSD individuals did.
Among CPTSD individuals, Karatzias et al. (2017) reported significantly higher levels of
functional impairment, with medium to large effect sizes, across home management domains
(.66), social leisure activities (1.20), private leisure activities (.72), and most notably, family and
relationship domain (1.40), compared to those with PTSD. The large effect size in the family and
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relationship domain is likely connected to the substantial childhood trauma endorsed by CPTSD
individuals in this sample. CPTSD individuals were also more likely to be on psychotropic
medication than PTSD individuals.
Hyland et al. (2018) found substantial levels of psychological distress and impairments in
daily living among CPTSD individuals. Compared to those with PTSD, they show significantly
higher dissociation levels, depression, anxiety, and borderline personality disorder (BPD)
symptoms. CPTSD individuals are also three times more likely to endorse histories of suicidal
ideation and self-harm than those with PTSD. As mentioned previously, although BPD and
CPTSD may overlap in emotional dysregulation symptomology, they are distinct symptom
profiles through evaluation of self and relationships, trauma history for diagnostic presence, and
CPTSD not considered a personality change (Brewin et al., 2017).
Powers et al. (2017) denoted higher rates of comorbidities, childhood abuse, and lower
secure attachment rates among ICD-11 CPTSD diagnosed African American women compared
to DSM-5 PTSD African American women. CPTSD higher rates include major depression,
chemical dependency, emotional dysregulation, dissociation, memory disturbance, difficulty
managing impulses, lack of clarity of emotions, total child abuse severity, and the number of
child abuse types experienced. These results emphasize the growing demand of researchers and
clinicians stating that the DSM-5 does not include the lived experience of CPTSD individuals,
with PTSD being a vastly different profile.
The ICD-11 contribution of CPTSD as a unique and standalone disorder provides
relevant and helpful information to inform treatment and give voice to an underrepresented or
misdiagnosed set of traumatized individuals suffering severely.
Conclusion
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Although the World Health Organization (2019) acknowledges CPTSD as a disorder
characterized by exposure to severely threatening, unremitting, repetitive events, where escape is
near impossible, the American Psychiatric Association (2013) has yet to include it as an official
diagnosis in the most recent edition of its manual for assessment and diagnosis of mental
disorders, the DSM-5. Despite CPTSD and PTSD sharing three diagnostic criteria in the ICD-11,
CPTSD has a unique set of three additional criteria contributing to disturbances in self-regulation
(DSO), making it a distinct disorder with a vastly different symptomology profile from PTSD.
Furthermore, dissociation experiences (Hyland et al., 2018; Hyland et al., 2020; Longo et
al., 2019; Powers et al., 2017), childhood trauma (Cloitre et al., 2019; Hyland et al., 2017;
Karatzias et al., 2017; Knefel et al., 2019; Longo et al., 2019), and psychiatric burden and
wellbeing (Brenner et al., 2019; Cloitre et al., 2019; Elklit et al.,2014; Hyland et al. 2018;
Karatzias et al., 2017; Longo et al., 2019; Powers et al., 2017) all show differing and more
severe presentations in CPTSD individuals than PTSD individuals, further demonstrating the
need not only for differentiating the two disorders, but also the importance of different treatment
modalities and interventions. As a result of these phenomenological disparities between CPTSD
and PTSD, van der Kolk et al. (2005) noted that PTSD treatment focuses on the processing of
specific past traumatic events, whereas CPTSD treatment may prioritize DSO (affect regulation,
negative self-concept, interpersonal relationships) symptoms as they present more functional
impairment.
The absence of CPTSD as an official diagnosis in the DSM-5 may lead to misdiagnosis,
underdiagnosis, inaccurate assessment, improper interventions, ineffective treatment approaches,
or no therapeutic treatment. By including CPTSD in future revisions to the DSM, individuals
with this severe and persistent disorder can receive the accurate therapeutic care they need.
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Training Manual
This training is for mental health professionals to better understand, recognize,
distinguish, and advocate for CPTSD. Attention will be paid to DSO symptomology. This
training will include education on the International Trauma Questionnaire (ITQ) that screens for
and differentiates between PTSD and CPTSD. This valid and reliable psychometric tool was
developed with the principles of the ICD-11, as per the WHO (Cloitre et al., in press).
Participants will be provided a handout of the ITQ prior to the presentation beginning. An exit
evaluation will be e-mailed to participants upon completion of the training. This training will
take approximately 60 minutes to complete.
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Slide One

Speaker: Hello! Nice to see you all! My name is Sadie Baxter. I am currently completing my
Master’s degree in clinical mental health counseling at Minnesota State University Moorhead.
Today I would like to give a training on the complex posttraumatic stress disorder that will
include why it is different from posttraumatic stress disorder. I am looking forward to expanding
our knowledge together and, please, at any time, raise your hand and I will gladly answer
questions!
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Slide Two

Speaker: The purpose of this training is to understand the history of CPTSD and where it stands
today, to be able to differentiate between CPTSD and PTSD, to understand CPTD’s unique
cluster of symptoms known as disturbances in self organization, to increase awareness and
limitations of CPTSD treatments, and finally, to comfortably utilize the International Trauma
Questionnaire, which is a valid and reliable assessment for both disorders.

24
Slide Three

Speaker: I would like a show of hands: how many of you have heard of CPTSD? Would any of
you share what you know about it?
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Slide Four

Speaker: In 1992, Dr. Judith Lewis Herman, professor of clinical psychiatry at Harvard Medical
School, first mentioned complex trauma in her book, Trauma and Recovery. Herman based her
conceptualization of what she saw as a different type of trauma stemming from individuals who
were subjected to totalitarian control. This could either be by a person or a system, with
examples including slavery, domestic violence, and childhood abuse. Herman’s
conceptualization of complex trauma involved six criteria including 1) affect dysregulation, 2)
altered sense of self, 3) altered perceptions of the perpetrator, 4) alterations in consciousness
including dissociation, 5) difficulties in relationships, and 6) loss in systems of meaning.
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Slide Five

Speaker: In 1994, the DSM-IV listed a version of complex trauma under the name of Disorders
of Extreme Stress Not Otherwise Specified (DESNOS). DESNOS was a diagnosis for further
consideration in the appendix. DESNOS six criteria were similar to the criteria of Herman’s
conceptualization of complex trauma, including 1) affect dysregulation, 2) altered attention or
consciousness, 3) sense of self, 4) interpersonal relationships, 5) systems of meaning, and 6)
somatization.
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Slide Six

Speaker: However, in 2013, when the DSM-5 was published, DESNOS was excluded. There are
a few posits of why this happened. These include not enough research to support the diagnosis,
the new dissociative PTSD subtype in the DSM-5 meeting complex trauma diagnostic needs, and
the DSM-5 radically changing to a biomedical model of diagnosing by cutting out contextual
assessment via extinction of the multiaxial system.
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Slide Seven

Speaker: In 2019, the World Health Organization introduced CPTSD in the eleventh edition of
the International Classification of Diseases, or ICD-11. The WHO’s goal was to make the core
number of symptoms as low as possible, therefore making diagnosing easier. The WHO
conducted several field studies to determine reliability and validity of the diagnosis, concluding
CPTSD was in the top group for diagnostic accuracy. The International Trauma Questionnaire,
which we will go over at the end of this training, is a valid and reliable assessment to screen for
and differentiate between PTSD and CPTSD.
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Slide Eight

Speaker: One may develop CPTSD if exposed to an exceedingly threatening event(s), generally
occurring persistently and repetitively, where escape is difficult or impossible. Examples include
recurrent childhood physical, sexual, or emotional abuse or neglect, prolonged domestic
violence, religious cult prisoners, or slavery. An individual with PTSD most likely will have a
narrative of not being themselves or being a different person after a traumatic experience. An
individual with CPTSD most likely will never have developed a sense of self as the trauma has
been developmental and chronic. They also may no longer feel like a person, pointing to the
extreme identity disturbances or disturbances in self organization these individuals go through.
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Slide Nine

Speaker: This is the diagnostic criteria the world health organization has laid out for both PTSD
and CPTSD. To further magnify the differences between the disorders, I have used red text as
unshared criteria and green as shared criteria. As you may notice, exposure to events has a few
extra words in the CPTSD version as it reads “Exposure to threatening event(s) where escape
was difficult or impossible.” PTSD doesn’t have that, as we previously learned the ways in
which CPTSD is engendered in an individual is by what Herman called “totalitarian control.”
Next, we see that the diagnoses share criteria of re-experiencing, avoidance, hypervigilance, and
functional impairment. Lastly, CPTSD presents with severe and persistent difficulties in:
emotional regulation, negative self-concept, and interpersonal relationships. This three-symptom
cluster is known as disturbances in self organization (DSO).
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Slide Ten

Speaker: As noted previously, these two disorders have three shared criteria. The first is reexperiencing the traumatic event as if it were in the here and now. This may look like intrusive
memories, flashbacks, or nightmares. The next shared criterion is avoidance. This can look like
avoidance of internal reminders, like thoughts, feelings, and memories. Or, of external
reminders, like people, places, conversations, or activities. The last shared criterion is
hypervigilance, which may look like an enhanced started response, or feeling constantly on
guard or in danger.
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Slide Eleven

Speaker: For CPTSD, there is still those shared criteria of re-experiencing, avoidance, and
hypervigilance. But what makes this disorder unique is the three symptom cluster known as
disturbances in self organization, or DSO. Taking a deeper dive into DSO, we see severe and
persistent difficulties in affect regulation, which may present as self-destructive or reckless
behavior, numbing of emotions, dissociation, inability to experience positive emotions, and
increased emotional reactivity. Severe and persistent difficulties in negative self-concept may
present as believing oneself to be diminished, hopeless, insignificant, useless, or a failure, along
with deep feelings of shame or guilt. Severe and persistent difficulties with interpersonal
relationships may include the inability to sustain relationships, trouble feeling close to others,
and avoiding or having low interest in socializing. An individual can have close interpersonal
relationships but may experience emotional difficulties within them.
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Slide Twelve

Speaker: Why does DSO matter so much? DSO are the three unique and core presenting
symptoms of CPTSD. Let’s break this down further on the next slide.
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Slide Thirteen

Speaker: With PTSD, individuals will most likely present with re-experiencing, avoidance, and
hypervigilance as their main concern. These symptoms are usually tied to the traumatic stimuli.
With CPTSD, these individuals will most likely present with emotional dysregulation, negative
self-concept, and interpersonal relationship problems as their main concern. What is especially
different here is that these symptoms are NOT tied to the traumatic stimuli. This means that these
symptoms are usually ever-present or always occurring. Consequently, these symptoms usually
cause a great degree of functional impairment. Because of the vast differences between PTSD
and CPTSD, treatment interventions are distinct.
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Slide Fourteen

Speaker: Turning our attention to treatment, what we see is:
1. Because CPTSD is not recognized as an official diagnosis in the DSM and is only now being
recognized in the ICD, there is a paucity of research into it compared to other diagnoses. A
scholarly search for the topic on PubMed in 2014 resulted in nine publications. Although this
number continued to grow each year, it topped with the highest at 31 publications in 2020.
Continued training to recognize and advocate for the disorder will help drive research to find
empirically-based treatment options.
2. Secondly, emphasized are the phenomenological disparities between CPTSD and PTSD and
the imperative consequence for treatment interventions, especially highlighting DSO
symptomology. PTSD treatment focuses on the specific past traumatic event and the
processing of those traumatic memories. Conversely, CPTSD treatment focuses on treating
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DSO symptoms first as they usually produce a higher level of impairment than the PTSD
overlap symptoms occurring within an individual.
3. Thirdly, a meta-analysis was conducted on individuals diagnosed with PTSD who likely had
DSO impairment (affect dysregulation, disturbed relationships, and negative self-concept). It
was found that CBT, exposure therapy, and EMDR had a significant impact on PTSD
symptoms, which is part of CPTSD symptomology. However, compared to other nonspecific interventions, the effect size was small. Researchers conclude that CPTSD treatment
may include PTSD geared treatments. Yet, more research is needed for specific DSO
treatment, the cornerstone of CPTSD diagnosis. They indicate that future research on CPTSD
treatment should look for flexibility based on the individuation of client needs. This metaanalysis proves that providing PTSD treatment for CPTSD will treat PTSD, not CPTSD,
further emphasizing a need for differentiation of the two disorders.
4. Lastly, although Cognitive-Behavioral Therapy (CBT) based approaches have been
recommended for individuals with CPTSD, it is doubtful that CBT interventions will work.
CBT is based on modifying one’s feelings by altering one’s thoughts and behaviors. One of
three foundational DSO symptoms in CPTSD is the aforementioned severe and persistent
negative self-concept with feelings of shame and guilt. Because of these beliefs, these
individuals can be very resistant to CBT interventions.
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Slide Fifteen

Speaker: 1. Complex trauma treatment may look like focusing on improving emotional
regulation, safety, and socialization before moving to exposure and exploration of trauma. This is
done to stabilize emotional and behavioral control and functioning of daily living, which, in turn,
enhances the ability to tolerate and avoid delay in trauma-focused work. 2. Compassion-focused
interventions may prove efficacious. 3. Researchers also suggest developmental interventions to
address the disorganized attachment contributing to CPTSD. These interventions include
developing a stable, positive attachment figure, limited reparenting to combat maladaptive
schemas, promoting mentalization development, and better insight into mental states to gain
control over internal experiences.
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Slide Sixteen

Speaker: I would like to present you with some other variables to be aware of that are not
necessarily indicative of one disorder or the other, as they can be present in both. However, they
can present quite different in both disorders. The first is dissociation. Research shows that
Individuals with CPTSD endorse higher levels of dissociation both in severity and time spent
dissociating. The next is childhood trauma. Childhood trauma, or early-in-life trauma, has proven
that it can lead to more complex trauma than if an individual were to experience trauma in
adulthood. Finally, when looking at psychological distress, individuals with CPTSD consistently
score a higher degree of functional impairment than individuals with PTSD. With this
knowledge, it can help more easily discern the differences between the two disorders.
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Slide Seventeen

Speaker: After seeing all of this, some people may be wondering, how is CPTSD different from
borderline personality disorder? This is a great question! BPD and CPTSD do overlap in
symptomology regarding emotional dysregulation. However, when referencing other areas such
as evaluation of self, interpersonal relationships, criteria of traumatic history, and personality
change, these two disorders are distinctive. Regarding self-evaluation, BPD is depicted by an
unstable sense of self, alternating between highly negative or positive views of oneself. In
contrast, CPTSD endures a stable sense of self that is profoundly negative. Considering
interpersonal relationships, BPD follows an emotionally intense and unstable relationship,
wavering between idealization and devaluation of others, while CPTSD presents painful
perceptions of relationships and avoidance. A criterion of trauma history is denoted for CPTSD
but not for BPD. Lastly, BPD is considered a personality disorder, while symptoms of CPTSD
are not endorsed as personality changes.
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Slide Eighteen

Speaker: The summative question of this training is why should CPTSD be a standalone
disorder? As you will recall, we have learned about the identity disturbances individuals with
CPTSD experience, such as not having a sense of self or never feeling like a person. The
diagnostic criteria for CPTSD are distinct in presentation, especially highlighting the DSO
cluster, including severe and persistent difficulties in emotional dysregulation, negative selfconcept, and relationship difficulties. Trauma stimuli do not need to be present for these
symptoms to arise, as we have learned these symptoms are ever-present, causing a great degree
of functional impairment. Dissociation is also endorsed to a greater degree in severity and
frequency for CPTSD. Finally, recall that the treatment recommended for CPTSD differs from
that of PTSD, with research showing that PTSD treatment alone is ineffective for CPTSD.
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Slide Nineteen

Speaker: I would now like to talk about the International Trauma Questionnaire. You should
have received a copy when you got here before the presentation started. Does anyone not have
one? Great. This is a valid and reliable psychometric tool to assess for and discriminate between
PTSD and CPTSD.
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Slide Twenty

Speaker: The front of this assessment screens for PTSD symptoms. These include reexperiencing, avoidance, and hypervigilance. When answering questions on here, clients are
asked to consider their responses in the past month. For PTSD to be endorsed, all symptom
clusters of PTSD are met by a score of 2 or greater, and DSO is not endorsed. The back of this
assessment screens for DSO symptoms. Here, you may be thinking, why DSO? That’s a great
thought! If you remember back to the diagnostic criteria, PTSD symptoms + DSO symptoms =
Complex Posttraumatic Stress Disorder, so while we already screened for PTSD symptoms on
the front, we would not need to rescreen for them on the back. Okay, back to the ITQ. The back
screens for DSO symptoms. These include affect dysregulation, negative self-concept, and
interpersonal relationship difficulties. When answering questions on here, clients are asked to
consider their responses regarding how they typically feel, typically think, and typically relate to
others. CPTSD is endorsed if a score of 2 or greater meets all symptom clusters of PTSD and
DSO.
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Slide Twenty-One

Speaker: This is the front side of the ITQ. It has 9 questions and is rated on a Likert scale of 0
(not at all) – 4 (extremely). For a symptom to be considered endorsed, it has to be rated at 2 or
greater. To endorse PTSD, one of two symptoms must be met within each cluster. As you can
see on this example, I have colored each cluster differently along with providing the criteria it is
assessing next to it. P1 and P2 are for re-experiencing, so at least one of those questions must
score a 2 or greater for the cluster to be endorsed. P3 and P4 are for avoidance, P5 and P6 are for
hypervigilance, and P7, P8, and P9 are for functional impairment. Again, for the assessment to
endorse the diagnosis of PTSD, PTSD must be endorsed, and DSO (on the back) must NOT be
endorsed.
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Slide Twenty-Two

Speaker: This is the backside of the ITQ. As you can see, just like the front, it has 9 questions
and is rated on a Likert scale of 0 (not at all) – 4 (extremely). For a symptom to be endorsed, it
has to be rated at 2 or greater. To endorse DSO, one of two symptoms must be met within each
cluster. As you can see on this example, I have colored each cluster differently along with
providing the criteria it is assessing next to it. C1 and C2 are for affect dysregulation, C3 and C4
are for negative self-concept, C5 and C6 are for disturbances in relationships, and C7, C8, and
C9 are for functional impairment. Again, for the assessment to endorse the diagnosis of CPTSD,
both PTSD and DSO must be endorsed.
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Slide Twenty-Three

Speaker: After learning about the ITQ, we are going to put our assessment skills to the test! You
will see an ITQ presented to you. Please either write down what you think the assessment
endorses.
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Slide Twenty-Four

Speaker: Take your time going through this, I’ll give you 3-5 minutes to write down your
answers. Anyone need more time?
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Slide Twenty-Five

Speaker: The answer is…. PTSD! How many of you got that right? Awesome! Looking at the
ITQ, all the PTSD clusters are endorsed. However, we see that the only DSO cluster endorsed is
affect dysregulation. Therefore, with PTSD endorsed and DSO not endorsed, with have PTSD!
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Slide Twenty-Six

Speaker: Here’s our next ITQ Challenge! I’ll give you 3-5 minutes like last time to write down
your answers. Anyone need more time?
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Slide Twenty-Seven

Speaker: The answer is…. CPTSD! How many of you got that right? Great Job! Looking at the
ITQ, we see all clusters of PTSD and DSO are met, therefore CPTSD is endorsed.
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Slide Twenty-Eight

Speaker: Last one! I’ll give you 3-5 minutes to write down your answers. Anyone need more
time?
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Slide Twenty-Nine

Speaker: The answer is…. Nothing! How many of you got that one? Kind of a tricky one. We
see that PTSD is not endorsed as it missed all clusters besides avoidance. However, when we
look at DSO, we see all clusters endorsed. What does this mean? Well, nothing for PTSD and
CPTSD. However, looking at each answer can give you a lot of data and many starting points to
dig deeper. Maybe you will find a pattern emerge.
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Slide Thirty

Speaker: Thank you so much for attending this training on complex posttraumatic stress
disorder. I hope it has been and informative and helpful for you. I would love to answer any
questions anyone may have.
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Slide Thirty-One

Speaker: One last thing I would be so grateful for is if you would complete an exit evaluation on
this training to help me incorporate feedback for the future. The evaluation has already been sent
to the e-mail you signed up for this training with. Although you will access it through your email, it will be submitted to me anonymously. There are three questions on the evaluation in the
form of a stoplight. The green question asks, “what is something you like about this training?”
The yellow question asks, “what is something you like about this training but could be
improved?” Finally, the red question asks, “what didn’t you like about this training?” Thank you
for your participation today! I have truly enjoyed expanding our knowledge together.
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